The left eye and its adnexa were normal, with visual acuity 6/6.
In the right eye the visual acuity was 6/24. There was mild local pain on moving the eye but no limitation of movement. The pain was increased by pressure on the globe. The pupil reacted to light but the contraction was not maintained under bright illumination. The fundus was examined by direct and indirect ophthalmoscopy and appeared to be normal.
Investigation of the visual fields showed a central scotoma which was relative for colours. Skiagrams of the paranasal sinuses and orbits gave no diagnostic information.
The case was thought to be one of retrobulbar neuritis, but a thorough systemic and neurological examination did not reveal any specific cause of the neuritis.
Therapy
The patient was given non-specific treatment with heavy doses of vitamin B1 and B12 intramuscularly and glucocorticoids orally.
Progress
As there was no recovery of vision even at the end of 3 weeks she stopped attending the hospital, but after 3 years she returned complaining of loss of sight in the right eye with exophthalmos which had been gradually increasing for the past 24 years. She stated that her sight had been steadily diminishing since she had first attended the hospital.
Examination
There was no perception of light in the affected eye. The globe was displaced forwards, upwards, and outwards. Movements were restricted in all directions, especially downwards. The conjunctiva, cornea, and iris were normal. The pupil was dilated and fixed. The optic disc showed pressure type atrophy. Palpation of the orbital margins showed no abnormality, and no orbital mass could be felt even on decp palpation. Skiagrams of the skull, orbits, optic foramina, and paranasal sinuses, and also blood studies were negative. 
